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Introduction
The NHS in England seeks to work more efficiently and reduce variation and waste in the use of clinical products. The Carter Report (Department of Health (DH) 2016) on unwarranted variation in productivity and efficiency in the NHS advocates 'greater collaboration, cooperation and economies of scale' and underpins the new procurement model, the Future Operating Model (FOM) (DH 2017) . The FOM is designed to change how clinical products are procured as trusts face increasing financial pressure and reconfiguration of services.
Involvement of, and consultation with, the clinical staff who use these products are vital to ensure that quality of care and patient safety are not compromised.
The role of clinical procurement specialist nurses (CPSNs) involves changes to, and rationalisation and standardisation of, clinical consumable products, which are ward-based consumables that range from basic dressing swabs to more clinically specialist products, such as intravenous cannulae and therapy devices, for which varying degrees of knowledge and training are required.
Reasons for changing clinical products are varied and complex, for example to save money, to improve safety or quality and to address supply issues, and can be planned or unplanned. Success or failure is dictated by identifying products and communicating and working with nurses and other clinical staff to introduce them into practice.
The Effective Clinical and Financial Engagement guide for the NHS (DH 2013) acknowledges that, while finance managers 'have a critical role to play' in engaging clinicians in finance decisions, nurses and other clinicians are the ones who commit NHS resources and need 'a greater understanding of the financial consequences of their actions'.
However, engaging clinical staff in procurement can be challenging and it is often regarded as a low priority due to clinical staff's focus on clinical priorities, service delivery and staffing. Engagement can also be affected by resistance to change, organisational culture and structure, personalities, decision-making, aversion to risk and complex governance processes (Montgomery and Schneller 2007) . Improving clinical engagement therefore requires good relationships between clinicians and procurement departments.
As part of my master's degree, I undertook a service evaluation project across the four NHS care providers where I am senior CPSN in an NHS partners procurement service (PPS). The aims of the project, relevant to this article, included: to explore staff knowledge, experience and perception of clinical product change and reasons for change. The longer-term aim was to use the findings to form an action plan to improve clinical engagement in the four trusts. This article describes one part of the project, a survey of staff perceptions and experiences of the product change process.
Background
National initiatives to increase awareness of and engagement in clinical product change include the Royal College of Nursing (RCN) Small Changes, Big Differences campaign (RCN 2015) . The campaign highlighted the importance of involving nursing staff in product change to ensure that patient care is not compromised and advocated the reduction of clinical product variation to improve patient safety outcomes. According to the RCN (2015), standardisation would enable training to be put in place during product changes, increase familiarity with the products irrespective of department and would be more cost effective.
A DH national clinical evaluation team (CET), comprising registered nurses with a clinical procurement or other clinical background such as infection prevention or tissue viability, was set up in 2016 to conduct independent reviews of the specifications of ward-based clinical consumable products. This was to underpin a new procurement programme called the Nationally Contracted Products (NCP) programme (DH 2017). As the title suggests, clinical products will be contracted nationally and, once they are deemed clinically acceptable, the DH and NHS Improvement (NHSI) expect trusts in England to adopt them, reducing clinician preference and variation. For this to be successful, relationships with clinicians need to be managed locally. Good communication is essential to reassure clinical staff that the products selected are fit for purpose and to inform staff about how to raise concerns and give feedback.
It is important to ensure clinical staff know that, if they do not express a view about products for patient treatment and care at this point, changes by bodies such as NHSI, which are more removed from patient care, will be imposed on them.
Literature review summary
A literature review was undertaken to identify and explore current practice and to establish if there are similar studies to this one. Databases searched included Ebsco, Proquest and Athens and relevant sources of information were identified in procurement and clinical journals, health department websites and various organisations' reports. Based on the search terms 'procurement', 'clinical engagement' and 'clinical products', procurement journals provided more relevant information than clinical and nursing journals, which yielded little material.
Although no literature that directly relates to the aims of the project was generated, some relevant issues were identified. For example, Pierpoint (2012) discussed how, in his view, the role of the NHS Supply Chain procurement specialists is pivotal to understanding the needs and requirements of clinicians, while Brooke (2012) identified that clinical engagement is a central component of the CPSN role. Meanwhile, Blakemore (2015) described the benefits and value of nursing staff involvement in clinical procurement decisions but identified variation across organisations. Meehan et al (2016) explored the barriers to collaborative procurement and resistance to change in five UK public authorities in the emergency care sector and found that stakeholders legitimise resistance to change on the pretext of a reduction in control over product choice. The authors also found that for clinicians, safety outweighed commercial or cost implications and national directives, that there was a persistent belief in the organisations studied that 'regional collaborative procurement (is) too risky to implement' and that there is a culture in which stakeholders regard procurement primarily in the context of 'ensuring process compliance'. Meehan et al (2016) also discussed factors such as the emotive nature of procurement and procurement strategies, including protectionism to resist change. They concluded that successful implementation of collaborative procurement strategies rely on identifying the forces and barriers that cause stakeholders to resist collaboration, but warned that such barriers are 'many, complex and deeply engrained', requiring 'iterative, immersive and stakeholder-engaged' solutions.
These issues, resistance to change, loss of clinician autonomy, safety considerations and best technical specification at odds with national directives, reflect my own experiences and that of other CPSNs. However, the main topic of this project is not examined in detail in the literature and warrants further investigation, particularly in the context of accelerated clinical product change.
Survey
An online staff survey questionnaire using SurveyMonkey was designed to explore the experiences and perceptions of clinical staff in relation to clinical product change and to improve communication and engagement with and involvement of clinical staff in the clinical product selection and change process.
The survey was used in two ways: the first involved a focus on PPS-supported clinical staff at the four trusts (survey 1), the second a focus on members of the CPSN network peer group, a national network of nurses who work in a CPSN role in England and Scotland (survey 2).
The primary survey (survey 1) comprised ten questions with space for free text. The question topics and related themes are shown in Table 1 . The CPSN network, for survey 2, was asked to select the response they thought would most likely be chosen by clinical staff if the same questions were asked in their organisations. The responses were compared. 
Experience and perception
Questions relating to topics 3, 4, 5 and 6 were designed to determine staff perception of information about product change, and responses were used to establish a baseline of how staff felt. Question 4 asked about the opportunities for staff to ask questions about and receive training in the use of new products before changes are made and responses were broadly similar in both survey groups. Only about one third (31%) of staff in survey 1 agreed there had been such opportunities, which could affect competency and has patient safety implications.
Question 5 related to staff involvement in decisions about product change and opportunities to give their view.
The 'yes' options enabled respondents to provide further information on how they were involved (Figure 3) . The high 'no' response in survey 1 (Figure 3 ) was surprising as it was expected that staff involvement would be greater and reflect the work undertaken in the PPS. However, this finding correlates with responses to question 6, which examined adequacy of information at the time of product change (Figure 4 ).
Responses in survey 1 indicate that clinical staff in the PPS trusts felt less informed than their counterparts in trusts with a CPSN. The variation in the CPSN role warrants consideration as some cover only one trust while others cover several, and the role may be resourced differently, with some, for example, being supported by a team of nurses. It was uncertain whether question 6 could be subjective as CPSN respondents (survey 2) might like to think that staff in their trusts are well informed. The free-text section of survey 1 contained emotive language, and comments suggested that changing clinical products is often perceived as negative. For example, one respondent said 'Due to cost pressures, sub-par products are being used', while the word 'inferior' was used frequently. Staff reported finding out that products were no longer available only when they went to order them, which could have operational or clinical implications.
Importance of knowing products are changing
Survey 1 (Figure 5) shows that three quarters of respondents apportion a high level of importance to knowing about changes to clinical products compared to the far lower value given by CPSNs (survey 2). This questions whether trust procurement and finance departments and CPSNs correctly estimate the importance of providing information to clinical staff and whether staff communicate how important they feel this is, responding instead with antipathy or resignation. A further point to consider is whether it is simply change itself that engenders negative feelings among staff. Question 8 focused on staff understanding of why clinical products change and a range of options was given to capture as many reasons as possible. More than one reason could be selected, and respondents could select all options if relevant. In both surveys, a high percentage of staff cited financial reasons and supply disruption for product changes, which were anticipated responses. Staff preference was the lowest reason given, which implies that staff believe clinical product changes are more financially than clinically driven. Table 2 shows a comparison of responses to staff understanding of change in clinical products. 
Cost
Question 9 used a Likert scale of between 0 and 100 to gauge staff knowledge about the cost of clinical products and respondents were asked to self-assess their level of knowledge. Survey 1 revealed an average score of 45 compared with an average score of 36 in survey 2. Although there was wide variation, overall the average score in either survey was lower than 50%, which suggests that staff awareness about cost is poor and that work to promote product cost awareness should be considered.
There are limitations to the accuracy of this method of measurement. Bowling (2014) highlighted that respondents commonly opt for a 'middle response category' to avoid a commitment or decision. Due to time constraints, a detailed data analysis to exclude outliers at extremities of either end of the scale was not undertaken.
This question was deliberately inserted at a later stage of the survey to prevent staff from believing the motive for the survey was to save money and that their views on other issues would not be considered. However, cost was raised by respondents in the free-text section and included comments such as 'Other Trusts may have made a poor choice, but it was forced on them because it was cheaper'. Analysis of the free-text data, using the number of references made to cost through the SPSS and NVIVO tools, suggests that, while respondents accepted that some products could be 'generic' and acknowledged the effect of marketing, they strongly believed that 'cheaper' products were inferior.
Acceptability of change
Question 10 addressed the acceptability of a clinical product change based on the same change having been made satisfactorily in other trusts. CPSNs use evidence such as this, that a clinical product is used effectively in other PPS trusts or in the wider NHS with no evidence of harm, as a basis for recommending a change. Responses to survey 1 (Figure 6 ) indicate that, despite this, clinical staff require additional reassurance and to test products for themselves. This suggests that it cannot be assumed that clinicians will accept changes to clinical products based on their successful use in other care providers. The author kept a reflective journal throughout the project to provide trustworthiness and validity. The log also serves to manage and question any bias that could steer the enquiry.
Developments based on findings Communication
The way procurement teams communicate product changes to the trusts involved has been reviewed based on feedback from the survey. Timeframes to communicate the introduction of new products may need to be extended to ensure that all groups affected are adequately informed. However, this must be balanced with the demands of the CPSN role to implement change projects to agreed timescales.
Discussion has taken place with the CPSN network to determine why communication with clinical staff is allegedly better in their trusts, and what learning could be used to improve communication with clinical staff.
Raising awareness
Staff awareness of the cost of clinical products has been discussed by trust working groups. Tools such as a 'traffic light' system of presenting clinical product cost at ward level have been designed but had not been implemented in the trusts at the time of writing. The lack of knowledge but expression of interest in learning about this aspect of procurement cited by respondents makes a case for further discussion with senior nursing staff about awareness campaigns or local or trust-wide pilot projects.
Trust strategy and clinical concerns
The ability to implement savings by changing to more cost-effective clinical products 'at pace' is directly affected by the factors highlighted by responses to question 10 concerning reluctance to change to products used successfully in other PPS trusts. Savings targets are increasingly ambitious and require a strategy to address and manage better clinicians' concerns and their need to 'test for themselves', which will increase time to implementation and savings realisation.
This question also highlights an apparent lack of trust by clinicians in the clinical product procurement process and has implications for CPSNs in addressing these concerns.
Comparing different cultures and exploring reasons for resistance across the trusts involved is beyond the scope of this project. However, it does capture how the power in the different stakeholder groups varies. For example, one respondent noted: 'Medical device/products ie, doctors are driven by consultants depending on their preference, skill and speciality. Whereas, non-medical ie nursing products are driven by cost.'
Action plan
An action plan for implementation across the four trusts is shown in Table 2 . This project illustrates that the clinical product change process in the NHS is complex, influenced by many factors and not always underpinned by clinical evidence or best practice. As the procurement landscape changes, with directives on clinical product selection dictated from the centre, standardisation and rationalisation with attendant reduction of product choice, it is essential that clinical staff engage with the process and have their say, or changes will be imposed. Clinicians' voices are vital in ensuring that patient care is not compromised and that decisions on clinical product selection and availability are not based only on cost. Nurses are integral to this process.
Recommendations for practice
» Do you have a CPSN or clinical specialist in your organisation? The number of CPSNs has increased substantially as trusts recognise the value of this role.
» Get to know your procurement staff. They can support you in different ways, such as raising awareness of cost, labelling storeroom drawers with prices and helping to manage stock.
» Speak up. Clinicians are best placed to see the issues, such as there being excess stock or waste.
» Get involved in product selection through product forums or clinical product evaluations. Doing so can also offer staff development opportunities.
